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Abstract

Objective: To assess the prevalence of patient administrative tasks and whether they

are associated with delayed and/or foregone care.

Data Source: March 2019 Health Reform Monitoring Survey.

Study Design: We assess the prevalence of five common patient administrative

tasks—scheduling, obtaining information, prior authorizations, resolving billing

issues, and resolving premium problems—and associated administrative burden,

defined as delayed and/or foregone care. Using multivariate logistic models,

we examined the association of demographic characteristics with odds of doing

tasks and experiencing burdens. Our outcome variables were five common

types of administrative tasks as well as composite measures of any task, any

delayed care, any foregone care, and any burden (combined delayed/foregone),

respectively.

Data Collection: We developed and administered survey questions to a nationally

representative sample of insured, nonelderly adults (n = 4155).

Principal Findings: The survey completion rate was 62%. Seventy-three percent of

respondents reported performing at least one administrative task in the past year.

About one in three task-doers, or 24.4% of respondents overall, reported delayed or

foregone care due to an administrative task: Adjusted for demographics, disability

status had the strongest association with administrative tasks (adjusted odds ratio

[OR] 2.91, p < 0.001) and burden (adjusted OR 1.66, p < 0.001). Being a woman was

associated with doing administrative tasks (adjusted OR 2.19, p < 0.001). Being a col-

lege graduate was associated with performing an administrative task (adjusted OR

2.79, p < 0.001), while higher income was associated with fewer subsequent burdens

(adjusted OR 0.55, p < 0.01).

Conclusions: Patients frequently do administrative tasks that can create burdens

resulting in delayed/foregone care. The prevalence of delayed/foregone care due to

administrative tasks is comparable to similar estimates of cost-related barriers to

care. Demographic disparities in burden warrant further attention. Enhancing mea-

surement of patient administrative work and associated burdens may identify oppor-

tunities for assessing quality, value, and patient experience.
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What is known on this topic

• High administrative complexity is a central feature of the US health care system, with under-

appreciated implications for patients.

• Research examining the administrative costs of health care has primarily focused on clinicians

and provider organizations.

• Compared to financial barriers to access, evidence examining nonfinancial costs has been lim-

ited and not focused specifically on patients' administrative burden.

What this study adds

• Using new evidence from a nationally representative survey of nonelderly adults, we find

patients frequently do administrative work that can create burdens resulting delays in care

and not getting needed care due to difficulties with administrative tasks.

• We find the prevalence of delayed or foregone care due to administrative tasks is compara-

ble to similar estimates of cost-related barriers to care.

• Enhancing measurement of patient administrative work and associated burdens may identify

opportunities for improving quality, value, and patient experience with the US health system.

1 | INTRODUCTION

Health spending in the United States is highest in the world, driven in

part by administrative functions.1 These include billing, documenta-

tion, scheduling, compliance, and other nonclinical activities required

to coordinate within and across organizations. Estimates of total

administrative costs range from 8% to 34% of total health care spend-

ing in the United States, substantially greater than other wealthy

countries.2,3 Most analyses of health care administration focus on its

costs in the provision of care, and there is a paucity of research exam-

ining the administrative work borne by patients.4–7 No health system

in the world is without administrative functions and costs, but the

degree of complexity of the US health and insurance systems may

impose substantial indirect costs that are rarely systematically mea-

sured. These indirect, nonfinancial costs include the time, effort, and

stress of navigating the health system to pay for or obtain care.

To illuminate the size and consequences of patients' administrative

roles, we used data from a nationally representative survey to assess the

annual prevalence of five common types of administrative tasks patients

perform: appointment scheduling, obtaining information from an insurer

or provider, obtaining prior authorizations, resolving insurance or pro-

vider billing issues, and resolving premium problems. We examined the

association of these tasks with two important measures of their burden:

delayed and forgone care. In addition to prevalence, we examined predic-

tors of experiencing administrative tasks and associated burdens.

Many literatures examine the roles and experiences of patients in the

health care system, aspects of which touch on patient administrative

work, but none focused exclusively on it. Patient engagement is a ubiqui-

tous term that captures a broad set of activities and attitudes, but the

central aim is for patients to participate in their clinical care, for example,

through a process of shared decision making.8 Treatment burden is a

newer framework that measures multiple dimensions of chronically ill

patients' experience with health care, including clinical, psychological, and

administrative burdens.9,10 Patient satisfaction is a widely used quality

measure (e.g., Consumer Assessment of Providers and Health Systems

[CAHPS]) and is typically oriented to customer service.11 CAHPS captures

some aspects of administrative burden, such as ease of getting an

appointment. While the CAHPS instruments for health plans inquire

about administrative tasks such as information seeking, billing issues, and

ease of filling out paperwork, they do not directly associate these mea-

sures of patient administrative functions with access to care.12

Evidence from public benefits enrollment illustrates that adminis-

trative complexity can substantially affect access to care. Prospective

Medicare Advantage enrollees are less likely to choose a plan as the

number of plan options increases.13 Medicare beneficiaries with lower

cognitive function are less likely to enroll in the plan with the best avail-

able benefits.13,14 The introduction of Medicaid work requirements

reduced Medicaid coverage in Arkansas, due in part to the program's

reporting requirements.15 But analysis of public benefits enrollment

does not capture patient administrative complexity that may be

involved in using the health care system once enrolled nor does it cap-

ture complexity associated with commercial health insurance.

A rich literature examines financial costs and access to care, but

data examining nonfinancial costs have been more limited and not

focused specifically on administrative burden.16 Several surveys,

including the National Health Interview Survey (NHIS) and Gallup poll,

track the share of patients reporting delayed or missed care due to

cost.17,18 Using a similar framework, we assess the prevalence and

predictors of patient administrative burden in a nationally representa-

tive survey. To our knowledge, ours is the first study to both measure

the role patients play in key health care administrative tasks and relate

them to the degree to which they affect access to care.

2 | CONCEPTUAL MODEL

Timely access is considered foundational to health outcomes.19,20

Factors causing patients to delay or forego needed care are barriers to
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access potentially threatening health.19,21 Healthy People 2020 iden-

tifies barriers related to costs, inadequate or no insurance, unavailable

services, and lack of culturally competent care; it does not highlight

administrative barriers.19 Nonfinancial costs, including administration,

are recognized access barriers but are understudied relative to finan-

cial costs.16,22 The scale of administrative complexity in the health

care system overall suggests this aspect of patient experience merits

specific attention, especially regarding access.

Administration is not synonymous with burden; it is a neutral,

often useful, aspect of management and coordination. While adminis-

trative tasks can be necessary, they are not costless. Public policy

scholars examining citizens' interactions with the government define

administrative burden as the learning, compliance, and psychological

costs associated with navigating administrative complexity.23 Admin-

istrative burden can delay or prevent access to services, whether

unintentionally or by design. We examine the extent to which

patients' administrative burden poses access barriers, measured by

delayed or foregone care.

Drawing from evidence on patient experience, access to care, and

administrative costs more broadly, we focus on five common types of

administrative task.

1. Appointment scheduling. This is a common patient task, given that

most adults have a medical office visit in a given year, and these

often require scheduling.24 The ability to get an appointment when

needed is a commonly used access metric appearing in surveys

such as the CAHPS and NHIS.25,26

2. Information seeking. Patient-facing information is often inaccu-

rate.27,28 Making data accessibility and exchange less burdensome

for patients and clinicians has been an ongoing policy priority and

is among specific recommendations to reduce systemic administra-

tive costs.28–30

3. Prior authorization. Their use is increasing and may pose barriers to

access for patients.31 Simplifying prior authorizations has been rec-

ognized as a policy priority by medical and insurance groups.32,33

4. Billing issues. Evidence shows billing is complex and generates sig-

nificant administrative work for clinicians and health care organiza-

tions; as bill recipients, this complexity likely affects patients,

too.4,6,34

5. Insurance premium problems. For individuals not in a group plan

with automatic deductions, managing premium payments may be

potentially challenging.35–37

Administrative tasks may be a potential source of inequity

because some groups may face larger burdens, and some groups may

have fewer resources with which to navigate administrative complex-

ity.14,16 People with complex needs may have more frequent and/or

complicated encounters, with more tasks creating more opportunities

for burden.38 Insurance design could affect administrative work

required of beneficiaries.39 Women do a disproportionate share of

unpaid caregiving, which may include performing health-related

administrative tasks.40 People who face racial or other discrimination

may experience disparate burdens.41,42

3 | METHODS

3.1 | Survey sample

We use data from the Health Reform Monitoring Survey (HRMS).

Conducted twice annually by the Urban Institute, the HRMS is a

nationally representative, probability-based Internet sample drawn

from the Ipsos KnowledgePanel.43 The KnowledgePanel is a bilingual

(English/Spanish) national survey research panel consisting of about

55,000 US adults.44 The HRMS draws a stratified, random cross-

sectional sample of adults 18–64 years old from the KnowledgePanel

and is weighted to be nationally representative.43 In March 2019, the

survey completion rate for the HRMS was 64% (n = 9596).43 Prior

research benchmarking HRMS results against the American Commu-

nity Survey found the HRMS yielded comparable estimates.45 (See

Appendix A1 for detailed methods.)

The administrative burden question module was administered to

a random half of the March 2019 HRMS respondents who reported

having health insurance for all of the past 12 months (n = 8305) for a

final sample of 4155.

3.2 | Survey questions

We defined administrative tasks as nonclinical aspects of care; this defini-

tion excludes direct care, such as attending a clinical appointment or

self-administering a treatment. Consistent with this, the survey included

questions in five general categories of administrative work: (1) appoint-

ment scheduling (one question); (2) information seeking (three

questions—one on seeking information about an insurance network, one

on seeking other information from a health plan, and one on seeking

information from a provider; (3) obtaining prior authorization for care

(one question); (4) dealing with insurance premium problems (one ques-

tion); and (5) addressing insurance-related or provider-related billing issues

(one question on each). (See Appendix A2 for survey questions.) We

asked all respondents eight binary questions about which administrative

tasks they had undertaken in the last year, if any. For each task under-

taken by a respondent, we asked two follow-up questions: (1) whether

they had delayed needed care because of the task and (2) whether they

had foregone needed care because of the task. We modeled questions

about burden on the NHIS questions, which ask respondents whether

they have delayed or foregone needed care in the past 12 months.17

3.3 | Composite measures

We created binary composite measures for the two task categories

with multiple questions: information seeking (three questions) and bill-

ing problems (two questions). We also created binary composite mea-

sures to aggregate responses across all task categories into summary

measures: any task done, any delayed care because of a task, any

foregone care because of a task, and combined burden (delayed

and/or foregone care because of a task).
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3.4 | Analysis

We calculated weighted descriptive statistics for each summary mea-

sure and for the five task categories (Figures 1 and 2, Table 1, Appendix

Exhibits A1–A8). We stratified each measure by the following demo-

graphic variables: sex (male/female), age (18–64 years); race/ethnicity

(non-Hispanic white, non-Hispanic black, other race, and Hispanic eth-

nicity); educational attainment (high school graduate or less, some col-

lege, and college graduate), family income (≤138% of federal poverty

level [FPL], 139%–249% FPL, 250%–399% FPL, and ≥400% FPL),

insurance type (employer-sponsored insurance [ESI], public insurance,

and direct purchase/marketplace/other coverage), marital status

(married/not married), and disability status (disabled/nondisabled). We

used two-sided t-tests to compare demographic differences between

“yes” and “no” respondents for each summary measure and task cate-

gory. The survey logic asked questions about delayed or foregone care

conditional on having undertaken the task. In addition to reporting the

conditional responses, we calculated percentages based on the total

sample denominator to determine population prevalence of administra-

tive tasks and burden for insured adults 18–64 years.

We used multivariate logistic regression models to estimate

adjusted odds of doing a task, and conditional on doing a task, odds of

any burden (combined delayed and foregone care), delayed care, or

foregone care. Our primary outcome variables were composite
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Dealt with a premium problem

Sought a prior authorization

Dealt with a billing problem

Sought information
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F IGURE 1 Percent of nonelderly
adults who reported doing any of five
types health care administrative tasks
in the past 12 months. Authors'
analysis of Q1 2019 Health Reform
Monitoring Survey. Percentages are
survey-weighted, unadjusted
descriptive statistics. Denominator for
all categories is the total sample
(n = 4155) [Color figure can be
viewed at wileyonlinelibrary.com]
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F IGURE 2 Percent of total respondents who reported any burden, any delayed care, or any foregone care, by administrative task type.
Authors' analysis of Q1 2019 Health Reform Monitoring Survey. Percentages are survey-weighted, unadjusted descriptive statistics. Denominator
for all categories is the total sample (n = 4155) [Color figure can be viewed at wileyonlinelibrary.com]
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measures of any task, any burden, any delay, and any foregone care.

Demographic covariates for all models were sex, age category, race/

ethnicity, marital status, disability status, education, income, and insur-

ance type, all as defined above. We estimated odds ratios (ORs) and

additionally report predicted probabilities for ease of interpretation.

4 | RESULTS

4.1 | Respondents

Our sample was 51% female (Appendix Exhibit A1). We grouped

respondents by age, namely, 18–34 (35.4%), 35–44 (29.9%), and

45–64 (34.7%) years. Respondents were 63.9% non-Hispanic white,

12.1% non-Hispanic black, and 9% another race and 14.9% reported

Hispanic/Latino ethnicity. Disability status was 9.7%. Twenty percent

of respondents reported family income at or below 138% of FPL,

33.9% from 139% to 399% FPL, and 45.3% at 400% FPL or above.

Seventy-two percent had ESI, 16.5% public insurance, and 11.5%

direct purchase/marketplace/other coverage.

4.2 | Administrative tasks are common

Administrative tasks are common, with nearly three quarters (73.2%)

of insured, nonelderly adults reporting at least one of the five types of

TABLE 1 Descriptive statistics: demographic characteristics of populations that did administrative tasks, experienced burden

Any administrative taska Any burdenb Any delayed carec Any foregone cared

Yes No Difference Yes No Difference Yes No Difference Yes No Difference

Female (%) 55 39.9 15.1**** 60.7 52.2 8.4*** 61 52.4 8.6*** 56.4 54.7 1.7

Age (%)

18–34 years 31.4 46.4 �15.0**** 35.1 29.5 5.6* 36.1 29.3 6.8** 33.8 30.7 3.1

35–49 years 30.3 28.9 1.4 30 30.5 �0.5 29.6 30.6 �1.0 30.2 30.2 0

50–64 years 38.3 24.7 13.6**** 34.9 40 �5.1** 34.3 40.1 �5.8** 35.9 39 �3.0

Race/ethnicity (%)

White

non-Hispanic

66 58.1 8** 58.8 69.7 �10.9**** 58 69.6 �11.6**** 59.2 67.9 �8.7***

Black non-Hispanic 11.8 13 �1.2 13.9 10.7 3.2* 14.4 10.6 3.8** 13.3 11.4 1.9

Other race/multiple race

non-Hispanic

8.9 9.4 �0.5 10.3 8.2 2.1* 10.5 8.2 2.3* 9.5 8.7 0.8

Hispanic 13.3 19.5 �6.2** 17 11.4 5.5** 17.2 11.6 5.6** 18 12 6.0**

Married (%) 58.5 41.1 17.4**** 51.8 61.9 �10.1**** 50.7 62 �11.3**** 52.8 60.1 �7.3***

Disability (%) 11.3 5.4 5.9**** 16.4 8.7 7.7**** 16.1 9.2 6.9**** 19.2 9.2 10****

Educational attainment (%)

High school or less 28.1 45.7 �17.6**** 31.2 26.6 4.6* 31.1 26.8 4.4* 34 26.5 7.5**

Some college 30.3 29.7 0.6 34.3 28.2 6.1** 34.9 28.2 6.7*** 34 29.2 4.7*

College graduate or more 41.6 24.6 17.0**** 34.5 45.2 �10.7**** 34 45.1 �11.1**** 32.1 44.3 �12.2****

Family income relative to

poverty (%)

At or below 138% 18.1 28.1 �10.1**** 26.4 13.9 12.5**** 26.3 14.4 11.9**** 28.9 15.1 13.8****

139%–399% 32.4 38.2 �5.8** 35.3 30.9 4.4* 35.7 30.9 4.8** 36 31.5 4.5*

At or above 400% 49.5 33.6 15.9**** 38.3 55.1 �16.9**** 38 54.7 �16.7**** 35.1 53.4 �18.3****

Health insurance coverage type (%)

Public 15 20.6 �5.7** 22.1 11.4 10.7**** 21.7 11.9 9.8**** 24.5 12.4 12.2****

Direct purchase, marketplace,

other

10.1 15.6 �5.5** 10.9 9.7 1.3 11.2 9.6 1.6 9.9 10.1 �0.2

Employer-sponsored coverage 74.7 62.5 12.2**** 66.6 78.8 �12.3**** 66.8 78.3 �11.5**** 64.9 77.4 �12.5****

Sample size (unweighted) 3273 882 1015 2258 921 2352 661 2612

Note: Authors' analysis of Q1 2019 Health Reform Monitoring Survey. */**/***/**** Significantly different from zero at the 0.10/0.05/0.01/0.001 level,

using two-tailed tests. Numbers may not sum due to rounding. Percentages are survey-weighted, unadjusted descriptive statistics.
aComparison of those who reported doing any administrative task and those who did not report doing any tasks.
bComparison of those who did any task and reported delayed and/or foregone care and those who did any task and did not report delayed and/or

foregone care.
cComparison of those who did any task and reported delayed care and those who did any task and did not experience did not report any delayed care.
dComparison of those who did any task and reported foregone care and those who did any task and did not experience did not report any foregone care.
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administrative task in the past 12 months (Figure 1). Of those adults,

most (55.2%) reported undertaking multiple types of tasks, with 5.2%

doing all five types of tasks over the year.

The most common task types were contacting a provider to

make an appointment (64%) and information seeking, which includes

seeking network information, other information from insurers or

providers, and gathering information to share between providers

(57%). These common tasks are often associated with initiating care.

Less common were tasks related to health using care or maintaining

health insurance coverage, such as billing problems with either an

insurer or provider (26%), prior authorizations (21%), and premium

problems (9%).

TABLE 2 Results of logistic regression models: odds ratios and predicted probabilities of demographic characteristics associated with
administrative tasks and burden

Marginal estimates adjusted prevalence

Any taska Any burden, conditionalb Any delay, conditionalc Any foregone, conditionald

Odds ratio
Predicted
probability Odds ratio

Predicted
probability Odds ratio

Predicted
probability Odds ratio

Predicted
probability

Sex (%)

Female 2.19**** 80.3% 1.32** 35.9% 1.35**** 33.6% 0.97 21%

Male ref 66.6 ref 30 ref 27.5 ref 21.4

Age (%)

18–34 years 0.55**** 69.6 1.17 34.6 1.25 33.1 1.05 21.3

35–49 years 0.63**** 72.1 1.14 34.1 1.15 31.4 1.10 22

50–64 years ref 79.7 ref 31.3 ref 28.6 ref 20.5

Race/ethnicity (%)

White non-Hispanic ref 75.2 ref 30.6 ref 28 ref 19.7

Black non-Hispanic 0.79 71 1.23 35 1.33* 33.7 1.09 21

Other race/multiple race non-Hispanic 0.8 71.3 1.60*** 40.8 1.65**** 38.5 1.39* 25.7

Hispanic 0.8 71.4 1.51* 39.5 1.56* 37.2 1.42 25.2

Married (%)

Yes 1.51*** 77.2 0.85 31.8 0.82 29.1 0.95 20.8

No ref 70 ref 35.2 ref 33.1 ref 21.7

Disability (%)

Yes 2.91**** 87.3 1.66**** 43.2 1.60*** 39.7 1.82**** 20.7

No ref 72.1 ref 31.9 ref 29.7 ref 19.8

Educational attainment (%)

High school or less ref 63.5 ref 31 ref 29.2 ref 20.8

Some college 1.78**** 74.7 1.30* 3.6 1.29 34.4 1.13 22.8

College graduate or more 2.79**** 81.8 1.07 32.4 1.01 29.5 0.96 20.2

Family income relative to poverty (%)

At or below 138% ref 71.3 ref 41.4 ref 37.7 ref 28.5

139%–399% 1.14 73.6 0.79 35.9 0.82 33.4 0.77 24.5

At or above 400% 1.25 75.2 0.55*** 28.2 0.58*** 26.3 0.49**** 16.5

Health insurance coverage type (%)

Public ref 73.7 ref 37.4 ref 33.5 ref 24.4

Direct purchase, marketplace, other 0.73 67.9 0.87 34.3 0.94 32.3 0.77 20

Employer-sponsored coverage 1.06 74.7 0.79 32.2 0.85 30 0.80**** 20.6

Note: Authors' analysis of Q1 2019 Health Reform Monitoring Survey. */**/***/**** Significantly different from zero at the 0.10/0.05/0.01/0.001 level,

using two-tailed tests. Numbers may not sum due to rounding.
aRegression-adjusted estimates comparing those who reported doing any administrative task and those who did not report doing any tasks.
bRegression adjusted estimates comparing those who did any task and reported delayed and/or foregone care and those who did any task and did not

report delayed and/or foregone care.
cRegression adjusted estimates comparing those who did any task and reported delayed care and those who did any task and did not experience did not

report any delayed care.
dRegression adjusted estimates comparing those who did any task and reported foregone care and those who did any task and did not experience did not

report any foregone care.
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4.3 | Administrative tasks often result in delayed
or foregone health care

Among the people who undertook an administrative task, one in three

(33.4%) reported either delaying for forgoing needed health care

because of an administrative task (Appendix Exhibit A8). Delayed

care (30.9%) was more common than foregone care (21.5%), but peo-

ple often experienced both. The overall population prevalence of

administrative burden in our sample, including respondents who did

not report doing a task, was 24.4% (22.6% reported delayed care and

15.7% reported foregone care) (Figure 2).

There was an inverse relationship between task prevalence and

percent of people doing the task who experienced a burden. About

one in four people reported delayed and/or missed care related to

common tasks such as seeking appointments (24.7%) or seeking infor-

mation (25.7%). In contrast, delayed and/or missed care was reported

by more than a third of people who dealt with a billing problem

(36.4%) or prior authorization (37.6%) and nearly half (45.6%) of peo-

ple who dealt with a premium problem. While people dealing with

premium problems were far more likely to report delayed and/or mis-

sed care than people seeking appointments, the prevalence of each of

these tasks meant that in absolute terms, more people experienced

delayed and/or missed care related to appointment seeking (15.7% of

the total sample) than to premium problems (3.9% of the total

sample).

4.4 | Prevalence of administrative tasks and
burdens varies by demographic factors

Those who reported any administrative tasks in the past 12 months

were significantly more likely to be female than those who did not

report a task (55% vs. 29.9%, p < 0.001), more likely to be aged

50–64 years (38.8% vs. 24.7%, p < 0.001), more likely to be white

(66% vs. 58.1%, p < 0.05), more likely to be married (58.5% vs. 41.1%,

p < 0.001), more likely to have a disability (11.3% vs. 5.4%, p < 0.001),

more likely to be a college graduate (41.6% vs. 24.6%, p < 0.001), more

likely to have a family income above 400% FPL (49.5% vs. 33.6%,

p < 0.001), and more likely to have ESI than those who did not report

a task (74.7% vs. 62.5%, p < 0.001) (Table 1).

Among the subsample of people who did a task, those who

reported any burden (delayed and/or missed care) differed from those

who completed tasks without either consequence. People reporting a

burden remained more likely to be female than people who completed

a task without a burden (60.7% vs. 52.2%, p < 0.01) and more likely to

have a disability (16.4% vs. 8.7%, p < 0.001). People who reported any

burden were less likely to be white than people who did a task with-

out a burden (58.8% vs. 67.9%, p < 0.001), less likely to be married

(51.8% vs. 61.9%, p < 0.001), and less likely to be college graduates

(34.5% vs. 45.2%, p < 0.001). Those reporting a burden were more

likely to have a family income below 138% FPL (26.4% vs. 13.9%,

p < 0.001) and to have public insurance than people who completed

tasks without a burden (22.1% vs. 11.4%, p < 0.001).

4.5 | Characteristics associated with administrative
tasks and burdens

After adjusting for demographic covariates, disability status was the

variable most strongly associated with doing tasks and experiencing

burdens (Table 2). Women had significantly greater adjusted odds of

doing any task and experiencing burdens, but burden was driven by

delayed care and not foregone care. Having an income above 400%

FPL did not significantly increase odds of doing a task but did make

people significantly less likely to experience any type of burden.

Younger people were significantly less likely to do tasks, but age was

not significantly associated with burden. ESI did not significantly

affect the odds of doing a task or experiencing delays, but it did signif-

icantly decrease odds of foregone care due to an administrative

burden.

5 | DISCUSSION

Administrative complexity in the US health care system has implica-

tions for insured nonelderly adults. In a national survey of this popula-

tion, nearly three quarters of respondents reported doing at least one

of five types of health care–related administrative tasks in the past

12 months. Administrative tasks often impose barriers to care: 24.4%

of respondents in our sample reported delayed or foregone care due

to administrative tasks. Placing our findings in perspective, our esti-

mate of administrative burden prevalence is roughly commensurate

with a comparable estimates of financial barriers from a 2019 Kaiser

Family Foundation survey, which found that 26% of insured adults of

age 18–64 years said that they or a family member had postponed or

put off needed care in the past 12 months due to cost.46 Our estimate

of administrative burden was larger than similar NHIS questions

related to financial cost: in the 2018 NHIS, 17% of continuously

insured adults of age 18–64 years said they or someone in their

household delayed care or did not get needed care due to cost.26

One in three people who undertook a task experienced delayed

and/or missed care, ranging from 24.7% of people who sought an

appointment to 45.6% of people who had a problem with their pre-

mium payment. The most common tasks, appointment seeking and

information seeking, were the least onerous, but many more people

were exposed to these tasks, so they posed the largest burden in

terms of number of people affected. Fewer people experienced insur-

ance or provider billing issues, prior authorizations, and premium

problems, but these tasks were relatively more burdensome for those

who faced them, compared to other tasks. We are likely

undercounting the prevalence and burden of coverage-related tasks,

like dealing with premium problems, because our sample excluded

people with coverage interruptions in the past 12 months.

Disability status is the demographic characteristic most strongly

associated with administrative burden; people with disabilities are

more likely to engage in every type of administrative task and to

report every type of burden. This is layered on top of the additional

work people with disabilities do related to self-care and navigating

KYLE AND FRAKT 761Health Services Research



other social services.47 Our findings likely reflect the fact that people

with disabilities use more care—so are more likely to encounter tasks

and subsequent administrative burdens. They may also reflect the fact

that some disabilities are cognitive and navigating the US health sys-

tem is especially challenging for persons with cognitive impairments.14

Similarly, women tend to use more care than men, which may underly

relatively higher prevalence of tasks and delayed care among

women.48 Additionally, women disproportionately provide caregiving,

which may include administrative tasks.40

The characteristics of people who reported doing administrative

tasks were quite different than the characteristics of people who

experienced a burden. White people, older adults, college graduates,

and people in high-income families were all more likely to do a task.

But among those doing tasks, nonwhite people, younger people, peo-

ple with less than a college degree, and people in low-income families

were more likely to report experiencing a burden. In our adjusted esti-

mates, more education was significantly associated with doing a task

and higher income was associated with lower odds of experiencing all

burdens. Identifying as a race other than black or white and identify-

ing as Hispanic was associated with burden. People with fewer advan-

tages may be less proactive in interacting with the health care system

and are less able to avoid or resolve administrative barriers when they

do.49–51 These results may reflect that some people have less experi-

ence or knowledge of how to engage the health care system, and/or

they may reflect that some people encounter racial or ethnic discrimi-

nation that heightens barriers.42 This raises equity concerns meriting

further attention.

Finally, we note that insurance type is not strongly associated

with administrative burden. Although descriptive analyses showed

people with public insurance (mostly Medicaid given our nonelderly

sample) reported more burdens, insurance type was not statistically

significant in multivariate analyses, with one exception: ESI is associ-

ated with lower odds of experiencing foregone care but is not

associated with lower odds of delayed care or delayed/foregone care

in combination.

Administration in general is not categorically bad. Indeed,

administrative costs and complexity may arise from efforts to

increase take-up, improve quality and efficiency, and to avoid

rationing by price (e.g., prior authorization instead of a higher

copay) There is strong evidence that cost-sharing is a blunt instru-

ment for distributing resources and causes attrition from both nec-

essary and unnecessary care.52 Social policy uses “targeting and

ordeals” as a nonprice mechanism to optimize the distribution of

finite public resources, targeting populations through the reduc-

tion (i.e., auto-enrollment) or introduction (paperwork) of adminis-

trative ordeals.53,54 There is evidence to show that these

approaches can direct resources cost-effectively.33,55,56

But using administrative mechanisms to mitigate financial ineq-

uities may have unintended consequences: time and knowledge are

also unequally distributed resources with consequences for access.57

Consumerism is a popular approach to insurance and delivery system

reform that envisions patients taking the role of discerning customers

to drive market efficiencies.58 But uneven take-up of financially

attractive benefits hints at the presence of potentially inefficient non-

price costs.59 Consumer-driven programs have underappreciated

implications for patient administrative burden, as patients have to

navigate more complex incentives. For example, one high-deductible

health plan made diabetes care free but saw poor uptake of this finan-

cially advantageous benefit in low-income ZIP codes.60

Our results suggest administrative mechanisms may have equity

implications on par with price-based rationing. We find administrative

burden falls disproportionately on people with high medical needs

(disability), which raises distributional concerns. And, we find existing

racial and socioeconomic inequities are associated with administrative

burden. Administrative complexity is endemic to all postindustrial

health systems, but there may be opportunity to design administrative

tools with greater care to avoid exacerbating or reinforcing inequities.

5.1 | Limitations

Survey data are self-reported and subject to recall bias. However,

what constitutes an administrative burden is itself a personal judg-

ment. As such, the sense that one has been burdened by the system is

a valid feeling no matter when it occurs. Additionally, estimates of

cost-based delayed or forgone care in the literature, which are widely

reported as indicative of underinsurance, are also derived from survey

responses. The contribution of our work is to compare administrative-

based access limitations to these cost-based ones.

Our questions were restricted to adults of age 18–64 years old

who were continuously insured over the prior 12 months; the extent

of generalizability to older, younger, and uninsured populations is

unclear. However, according to the 2018 NHIS, 81.9% of the 18- to

64-year-old population was continuously insured for 12 months, mak-

ing these findings widely applicable.

While response rates are a poor proxy for nonresponse bias,

response rates for consumer surveys are declining, raising concerns

about nonresponse bias.61,62 Bias may be avoidable even with lower

response rates if the sample is representative of the study popula-

tion.63 Evidence suggests that low response rate surveys with proba-

bility sampling and weighting based on established population

parameters can produce results similar to high response rate surveys

and objective measures.64,65

We do not expect views about administrative burden systemati-

cally attracted or dissuaded respondents from completing the survey

as this topic was a subset of a larger instrument. Nevertheless,

unobservable bias could arise. Our respondents show a propensity to

complete surveys and may differ systematically from the general pub-

lic. Arguably, follow-through on completing surveys indicates greater

administrative capability and may bias our results toward the null, but

potential unobserved differences between our sample and the general

population are a key limitation of this study.

Our survey items were new questions developed for this

study. The tasks we included were necessarily limited by space con-

straints in the survey, and we acknowledge that ours is not an exhaus-

tive list of administrative tasks. (In particular, it omits work patients
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may do coordinating between entities, time spent on administrative

work, the frequency with which people did each task type/number of

delays/foregone care.) We did not know ex ante what the prevalence

of tasks or delayed/foregone care would be or which were most

important. Modeled on similar questions about cost in the NHIS, our

questions asked about delayed or foregone needed care, but we did

not assess the nature of need (routine, urgent, or emergent). Our

questions were based on a review of consumer survey instruments

and ad hoc discussions about administrative tasks with patients. As

there is little prior work on any patient administrative tasks, our find-

ings represent a substantial contribution and a foundation for future

work, these limitations notwithstanding.

Recent work examining health care “hassles” among Veterans

Affairs populations finds hassles are common: ranked by frequency,

our studies found the same top two challenges (scheduling and infor-

mation).66 Another study using the same hassles framework among

women veterans found 29.3% of respondents reported delayed or

foregone care.67 While these studies are not directly comparable to

ours, it is reassuring to see broadly consistent patterns.

5.2 | Future directions

Patients bear administrative costs in health care, and a priority for

researchers and practitioners is to develop a more nuanced under-

standing of what administrative work patients do and why, as well as

its implications for care and outcomes. Clarifying which burdens are

intentional (prior authorization) or unintentional (provider billing

errors) is one step. Among intentional administrative tasks, examining

unintended consequences is key, particularly trade-offs between

degree of complexity and access to care. Out-of-pocket spending is

rightly a central priority in health policy and reform, but ameliorating

the administrative burden of care is a comparatively untapped dimen-

sion of Americans' health care experience. Unintentional burdens

deserve attention because they impose unintended consequences dis-

proportionately felt by those with greater health care needs and lower

knowledge and skills.

Measuring patient administrative work with greater richness and

precision is foundational to informing practice and policy. Aggregate

measures of health system administration are incomplete without tak-

ing into account the share of this work done by patients and their

families. Many estimates of delivery-side administration are based on

time costs. The American Time Use Survey is a source of valuable data

enabling patients' time costs of care associated with travel to and par-

ticipation in clinical encounters and/or self-care, but while it captures

household administration generally, it does not specifically capture

health administration.57,68 The NHIS, CAHPS, Medicare Current Ben-

eficiary Survey, Health and Retirement Survey, and the National

Health and Aging Trends Study currently include some questions

related to patient administrative work and are poised to capture richer

measures.

While it is a reasonable inference that nonfinancial access barriers

pose threats similar to cost-based barriers, we have not explicitly

shown that connection. It remains a worthy topic for future study.

Examining administrative burden among children (or their caregivers)

and older adults (particularly contrasting Medicare Advantage with

traditional Medicare) would be valuable ways to extend this work.

Examining the administrative burden of caregiving and dependent

relationships more generally merits attention. We did not elicit detail

about administrative pathways and how or why barriers arose; this

warrants study as multiple barriers can co-occur. We did not ask

about the nature of care that was delayed or foregone (routine,

urgent, or emergent), which is an important direction for future

inquiry. Future work could explore other tasks and burdens, like psy-

chological burden, life and work disruption, etc. Finally, our dataset

did not include measures of health care utilization, which has a causal

relationship with task exposure and chance of burdens. This was a

descriptive study characterizing prevalence of and demographic char-

acteristics associated with administrative burden in the general popu-

lation, which we hope will spur causal studies.

6 | CONCLUSION

High administrative complexity is a central feature of the US health

care system. Largely overlooked, patients frequently report doing

administrative tasks and report delayed or foregone care because of

difficulties with administrative tasks. Prevalence of administrative bur-

den is comparable to similar estimates of financial barriers to care.

Enhancing measurement of patient administrative burdens may iden-

tify opportunities for improving quality, value, equity, and patient

experience.
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